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F 000 INITIAL COMMENTS F 000

 A Complaint Survey was conducted at Highlands 

of Dyersburg on Sept 12-14, 2016. The following 

complaints were investigated: 

TN00039442-Unsubstantiated

TN00038847-Unsubstantiated

TN00039444-Unsubstantiated

TN00039440-Substantiated without deficiency 

cited 

TN00039441-Substantiated without deficiency 

cited

TN00039443-Substantiated without deficiency 

cited

TN00039133-Substantiated without deficiency 

cited

TN00039134-Substantiated without deficiency 

cited

TN00039101-Substantiated without deficiency 

cited

The facility was found to be in Substantial 

Compliance with Medicare Regulations 42 CFR, 

Part 483A, Subpart B 5-48375 Regulations for 

Long Term Care Facilities.
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